In an attempt to rationalize the use of intraperitoneal drainage of the subhepatic space after simple, elective cholecystectomy, a prospective study was designed to compare the post-operative course with and without drainage. There was a higher incidence of postoperative fever of unknown origin and wound infection in the drained group. In the group without drainage the hospital postoperative stay was shorter and there were no complications. The results suggest that routine surgical drainage after uncomplicated cholecystectomy is unnecessary and could be a source of postoperative fever and a higher incidence of wound infection.
INTRODUCTION
In 1919, thirty one years after Langenbuch performed the first cholecystectomy, cholecystectomy without drainage was introduced in Germany and referred to as "the ideal cholecystectomy''2. Since then, sporadic but favorable reports have preferred the omission of drains3'4'5'6. Easier convalescence, decreased rate of complications and shortened hospital stay were the advantages mentioned. The effectiveness of drains in forestalling the collection of bile and blood is in dispute. When such complications have been reported, they have invariably occurred in instances where drains were employed7. Nonetheless 90% of surgeons routinely use drainage after simple, elective cholecystectomy.
In an attempt to rationalize the use of drains, a prospective study was devised to investigate whether routine drainage after simple and uncomplicated cholecystectomy is imperative, through the comparison of the postoperative course. Myers 16 described in 1962 "the drain fever syndrome" after cholecystectomy. This consisted in a syndrome of fever and pain in the right upper quadrant which usually occurred after manipulation of a drain that had been present for more than 48 hours. The pain and the fever persist for one to three days and then spontaneously subside. Fever without any apparent cause was detected in 23% of the patients with drainage and in only 4% of those without drainage. In the drained group removal of the drain usually stopped the fever. This higher incidence of fever in the group of patients with drainage, which is statistically significant, may have to do with three factors: a) Drains can stimulate a foreign body reaction17-18; b) Drains provide a two-way conduit for bacteria between the skin and the peritoneal cavity14; c) Drains may cause discomfort to the patient and an inability to cough6. In this study the drains were left for three days considering the possibility of a late bile leakage, which never presented. No study has yet been published that did not contain one of the following major deficiencies small numbers, retrospective design, selected cases, preoperative randomization or uncontrolled randomization. The present study also fails on a number of these counts. Randomization was prior to surgery and there is no doubt that this may lead to an element of operator bias. Disappointingly, only elective cases were included and the overall patient numbers were small resulting in a significant imbalance between the size of study groups. These problems mean that in essence this work does not substantially aid in the solution of this dilemma as it is these very deficiencies of study design that has allowed the controversy to prosper. However, the authors do raise a number of important points and their work does add weight to the growing data concerning drainage following cholecystectomy.
METHODS
The usual reason stated for using a drain is the fear of a massive subhepatic collection of bile or blood in a review of 1546 cases the percentage of patients requiring relaparotomy for bile collection was only 0.26%2. Indeed it is possible to find many series particularly within the last 15 years where no such cases are reported. It is therefore likely that the fear of subhepatic bile collections has been overestimated in the past and that with operative cholangiography and careful surgical technique the number of cases will be kept to a minimum. Of course, in order to demonstrate a significant difference in the incidence of bile peritonitis following cholecystectomy, more than 40,000 patients would have to be entered into each study group if one accepts an incidence of 0.2% surely an impractical proposition. This would tend to support the suggestion from Baraldi that clinically significant bile leakage is due to technical error and not an inevitable feature of performing large numbers of cholecystectomies3. If this is the case then it is unlikely that the presence of a drain would make any difference to the outcome. Furthermore, as the Authors suggest many patients may leak small quantities of bile into the subhepatic space following cholecystectomy as suggested by several studies using radiolabelled agents.
The next question is whether the drain will work once inserted. In the published literature, the majority of the cases requiring reoperation for bile peritonitis were drained. In collected series of studies where reoperation for bile peritonitis is reported, of a total of 1277 patients, 16 underwent re-exploration for bile collections-all were drained2'4-8. In these studies, no undrained patients were re-explored. Clearly the drain failed to work.
Data such as this has fuelled the contention that the drains may actually be harmful and therein lies the real question. In addition to the wide range of complications uniquely associated with the use of a drain such as bleeding from the insertion site and drain migration, this series has confirmed the association between the use of drains and an increased morbidity rate. However, is there a possibility that the drains may actually cause bile leaks? Suggested causes for this are irritation due to the foreign material of the drain, prevention of tissue tamponade and the unknown effects of vacuum suction from the drain. It may be that selected "high risk and difficult" cases from whom drainage is often reserved are the very cases in whom a drain should be avoided. At this time there is no experimental or clinical evidence to support or refute this contention and this intriguing question remains unanswered.
In conclusion, while this study does attempt to consider an issue in a rational fashion, I feel the Authors have allowed themselves fall into the trap like many before them. This issue will only be resolved by a tightly controlled study that avoids all of the potential faults in study design. I look forward to that day with anticipation.
